The functional results of perineal prostatectomy have been compared frequently with the results of the suprapubic and transurethral operations. The author ventures to predict that some time in the near future discussions relative to functional results will not be concerned with the results of any one procedure but will deal with the results of the three surgical procedures in a comparable group of cases. The success of a surgical operation is commensurate with the permanent functional result. All prostatic surgeons aim to give the patient a bladder which will empty, a bladder with a normal capacity of 500 cc., a bladder which will eventually be free from infection, and a urinary stream which can be controlled. The maintenance of the sexual faculties is important when they persist and are exercised in the prostatic age. There is, then, no argumentative factor as to what constitutes a perfect result.
All prostatic surgeons hitch their operative wagon to the proverbial star of a perfect functional result. That is a commendable effort. For the treatment of prostatic obstruction there are three surgical procedures, all of which are admitted to have merits. Some patients obtain an equally good functional result from any one of the procedures, but perfect functional results can not be obtained from the indiscriminate application of one procedure to all cases. Some patients arrive too late to obtain a perfect result, no matter what surgical procedure is applied. The fact that there are three recognized procedures implies that each, if applied under certain conditions, has value above the others. Hence a clinic which does only one type of operation can not, theoretically, obtain perfect functional results unless the cases be selected.
The functional results of perineal prostatectomy have been compared frequently with the results of the suprapubic and transurethral operations. The author ventures to predict that some time in the near future discussions relative to functional results will not be concerned with the results of any one procedure but will deal with the results of the three surgical procedures in a comparable group of cases. The success of a surgical operation is commensurate with the permanent functional result. All prostatic surgeons aim to give the patient a bladder which will empty, a bladder with a normal capacity of 500 cc., a bladder which will eventually be free from infection, and a urinary stream which can be controlled. The maintenance of the sexual faculties is important when they persist and are exercised in the prostatic age. There is, then, no argumentative factor as to what constitutes a perfect result.
All patients are not alike, and the clinical factors show great variation. Prostatic enlargement may or may not be associated with complications of a minor or major degree. The operative risk is proportionate to the severity of the complications. Prostatic tumors may grow intra-urethrally, extravesically, intravesically, or in any combination of these ways. Complications such as infection, bladder lesions, and neurogenic and muscular hyper-and hypotonia require special recognition and consideration, for they may influence the functional result. The author has seen a number of patients who have suffered postoperatively from a large diverticulum of the bladder, overlooked or neglected before operation, which was the source of a severe grade of continued infection in the bladder, and which caused the patient to belittle the value of the surgical procedure. In either situation, there is no possible excuse. The surgeon is not justified in operating on any prostatic patient until he is cognizant of all those factors which are of paramount importance in obtaining an ideal functional result.
A single operative method applied to an unselected group of prostatics will not give one hundred per cent satisfactory functional results. The surgeon should choose the operation which will give the patient the closest approximation to an ideal functional result. In most clinics, the consideration of the general condition of the patient is adequate, but the weighing of the operative risks relative to the complications is not well evaluated. Accompanying pathological conditions of the bladder are not always carefully studied. A diverticulum, stone, or tumor can not always be treated adequately by the perineal and transurethral procedures. Hypertonia or hypotonia of the detrusor muscle is too little regarded. Residual muscle weakness from cerebral accidents must be recognized. The size of the prostatic tumor, the direction of its growth, and its effect upon adjacent structures are of utmost importance. A knowledge of the pathology of the tumor and its surrounding pathology and of its physiological effect upon the function of the bladder and kidney is a paramount asset to the surgeon before he begins surgery.
The details of pre-operative treatment are purposely excluded from this paper, except that it must be stated that a rigid regime is exercised in order to diminish as much as possible the operative risk. Few, if any, patients should be treated surgically until they have normal vital signs, are ambulatory, have a normal non-protein nitrogen and a stable phenolsulphonephthalein secretion. Vasectomies are done almost routinely. Bladders with more than 100 cc. of residual urine are drained with a Foley urethral catheter, No. 18 or 20.
The Clinic at the New Haven Hospital provides a representative cross-section of prostatic cases. In this Clinic 20 per cent of all patients with prostatic enlargement have bladder calculi; 8 per cent have bladder diverticula; 6 per cent have papillomata; and 2 per cent have primary cancer of the bladder. With the above considerations in mind, the prostatic cases seen in this Clinic have been allocated for surgical procedures in the following manner: 60 per cent have been done perineally; 20 per cent, suprapubically; and 20 per cent, transurethrally. The operative procedure has been elected to fit the case, rather than the case to fit the operation.
The perineal route is selected for those individuals who have moderate or large bilobular or trilobular growths without bladder complications. Small bladder calculi are removed perineally. Papillomata are fulgurated without difficulty before or after the perineal operation. Single, large, intravesical or exceedingly large intravesical prostatic growths are removed suprapubically. The suprapubic route is also used in cases of bladder containing large calculi, diverticula which do not empty, carcinoma of the bladder, and luetic and other atonic bladder cases not due to the obstruction per se. Small median lobes, small lateral lobes, median bars, and contractions of the bladder neck are allocated to the transurethral method.
In a cross-section of unselected cases one can expect a maximum result for all by selecting the operative procedure to fit the case. One can expect, too, the highest percentage of full recovery in the uncomplicated cases. It is difficult to compare a group of uncomplicated cases with a group of complicated cases, no matter which surgical procedure is applied. The only logical comparison of functional results is a comparison of the results of the application of the three types of operation in a selected group of cases with the same pre-operative conditions. This paper deals mainly with the functional results of perineal "prostatectomy" as compared with the ideal result: that is, a restoration of normal bladder physiology and a normal urine which is free from infection and pus cells. In order to accomplish this ideal result, the bladder must completely empty and the operative field must be completely epithelized, leaving the urethra with a normal caliber. A certain percentage of cases will attain this ideal result, no matter which surgical procedure is used. Some require no postoperative follow-up treatment. It is the firm conviction of the author that other cases will not receive an ideal functional result without considerable postoperative treatment, no matter which surgical procedure is applied. We believe that, in general, good results can be obtained only by careful postoperative follow-up treatment.
A dogmatic statement that 50 per cent of the patients would obtain a good functional result from surgery without any postoperative treatment would please many surgeons. This may or may not be true. It is true that at least 50 per cent need postoperative treatment. Much depends on the general condition of the patient. Complicating factors such as arteriosclerosis and diabetes mellitus increase the postoperative responsibility of the surgeon. The author is unable to see any difference in the functional results obtained from the use of the surgical technics of Young, Hinman, and Belt. One must expect a little more bleeding at the site of incision with the Belt approach. The author prefers the use of the inverted "V" incision. The best functional results are obtained from the preservation of as much of the recto-urethralis muscle as possible, the obliteration of the prostatic bed, and drainage by means of a Foley catheter in .the urethra and a small straight tube in the perineum to the bladder. Occasionally one of the Foley catheters comes out, due to rupture of the bag. Even then, the patient continues to drain without complications, because the straight tube acts as a safety-valve for 48 hours. Many patients now leave the hospital 14 and 16 days postoperatively, as compared to 21 days 10 years ago.
Patients operated upon by the perineal route rarely, if ever, have residual urine postoperatively. The perineal operation allows a complete removal of the tumor under direct vision and a reconstruction of the prostatic urethra, with a collapse of the prostatic bed. When the prostatic bed is collapsed, the surgeon can prevent by dependent drainage "puddling" in the posterior urethra, prolonged infection, and prostatitis and seminal vesiculitis of severe grade, and can obtain a much more rapid epithelization of the posterior urethra. Patients who enter the Clinic without an infection can all be cleared of the slight infection incident to the operative procedure by the time the posterior urethra is healed, that is, within a month or six weeks. Those entering with infections limited to the bladder also clear readily postoperatively. A few with multiple cellules or a "honey-comb" bladder require several months, but they are worth the effort of biweekly bladder irrigations and shifting of oral urinary antiseptics. Bladder irrigation with potassium permanganate solution (1/20,000), occasionally through a silver catheter but more often directly into the urethra to the bladder, gives the best mechanical wash. It also cauterizes bleeding areas and dries up granulations which are prone to develop in the prostatic bed. The sulfonamides in the control of infection are a great adjunct to prostatic surgery. One and one-half or two grams daily are given in halfgram doses, beginning two days before operation and continued for ten days in the uninfected cases. After this, the sulfonamide is used intermittently for four days each week until the infection clears. To insure a good caliber to the urethra, a large silver catheter or sounds are passed two to four times after operation. The surgeon rarely encounters postoperative strictures following perineal prostatectomy. Contracture of the vesical neck never occurs when the infection is immediately controlled. Patients with an old pyelonephritis are difficult to treat, and some require lavage of the kidney pelvis.
Incontinence of urine following perineal prostatectomy frightens more surgeons than does any other complication. This may be due to several factors which can be readily controlled. Care should be taken in the surgical technic to preserve the external sphincter. It is rarely necessary to sever more than one-half of the recto-urethralis muscle. By conserving this muscle, or even one-half of it, the surgeon preserves sufficient nerve supply for the innervation of the external sphincter. If the tumor is gently pulled away from the internal sphincter, there should be little or no damage to the sphincter. When the prostatic tumor grows upward and widely dilates the internal sphincter, some time must elapse before the sphincter becomes competent. If there has been a long-standing infection in the bladder which has rendered the internal sphincter fibrotic and rigid, postoperative prostatic massage will loosen the prostatic and pelvic adhesions and frequently will cause the sphincter to close' more efficiently. 'Seventy-five per cent of patients have control within 24 hours after the urethral catheter is removed, that is, in 10 to 12 days after operation. Twenty per cent more gain full control within a week. Four per cent have slight weakness after coughing, laughing, or sneezing. In this group, slight incontinence may persist for a month to six weeks. One per cent have considerable incontinence in the day time, but not at night, for a period of from one to three months. It is difficult to explain this condition on any other basis than that of a nerve injury. These few patients always want to wear a rubber urinal; but, if they are refused this privilege and are compelled to exercise their sphincters by practicing stopping and starting the urinary stream several times a day, they will be rewarded.
A rare patient has incontinence because of a hypertonic detrusor muscle, which is always accompanied by a small bladder capacity. A few of the younger prostatics belong to this group. An example will suffice. A man who is a teacher in a preparatory school had all his life voided more frequently than his companions. For a period of five years he had had to void every hour or two day and night. When he was 57 years of age, a perineal prostatectomy was performed. His bladder capacity had never been more than 200 cc. Following operation and after the urethra had healed, his frequency remained unchanged, although his stream was normal. Six months of weekly hydraulic stretching of the bladder increased its capacity to 500 cc. He voided every four hours during the day, and he slept all night. There are a number of cases which fall into this group, of which this one represents an extreme case. These cases are found in all three categories of the author's surgical procedures, and all require about the same amount of postoperative treatment to obtain a perfect result.
The possibility of recto-urethral fistula prevents many surgeons from entering the perineal surgical arena. Only one case has occurred on the author's private service in twenty years. The fistula developed on the tenth postoperative day and healed spontaneously in the subsequent week. The rectum has been accidentally opened on two occasions. In one case, a small nick in the rectum was closed immediately and the operation concluded in the usual manner. In the second case, the opening was closed, and the operation proceeded with a suprapubic prostatectomy. In both instances, the wounds healed well without any fecal drainage. Five cases of recto-urethral fistula have occurred on the ward service. About every third resident experiences such a complication. All of the cases were treated by means of the Young-Stone operation within two or three weeks of the prostatic enucleation, with the result that all the wounds healed and all the patients regained normal control of urination. There is little need to fear this complication, because its correction is a simple matter.
Delayed healing of the perineal wound never occurs if the infection is properly controlled. Early in the author's career, one patient had a fistula which persisted for four months and which required excision down to the prostatic urethra. The reason for its persistence was a bottle-neck drainage tract. Had the sinus been properly treated during the period between the 10th and 17th postoperative days, it would have healed without difficulty. There have not been any unclosed fistulae during the past eighteen years.
A discussion of the functional results of perineal prostatectomy is incomplete without a word concerning the preservation of sexual powers. The maintenance of sexual power is expected when nature has seen fit to prolong it into the prostatic age. If there has been a complete loss of erection before operation, one rarely sees its return after a prostatectomy by any method. Some patients show improvement in sexual vigor after the perineal operation. Most of them return to their pre-operative norm within four or five months after operation. There have been two patients in the past twelve years whose sexual powers seemed to have been impaired by the operation. These patients had had relatively long-standing infections in the bladder and urethra. Furthermore, the tumors in these cases were not located as much intra-urethrally as intramurally in the muscle wall of the posterior urethra. It is assumed that these patients had sustained a good deal of muscular and nerve injury in the removal of the tumor. In the removal of a prostatic tumor perineally, the surgeon should always carry the incision through the floor of the posterior urethra behind the verumontanum, in order to prevent the veru's being torn or injured in the removal of the tumor. By preserving the veru and restoring a normal relation of the compressed residual prostatic tissue, the surgeon can preserve libido for the maximum number of cases. The perineal prostatic operation allows a normal ejaculation, in contradistinction to the suprapubic operation. Many patients who are operated upon by the suprapubic method frequently ejaculate into the bladder because of the incompetence of the internal sphincter which so often follows that operation.
The mortality from the perineal prostatic operation can not be well compared with the mortality from the suprapubic and transurethral operations. In order to make a just comparison, one should apply the three operations to the three classes of prostatic patients:
(1) The uncomplicated; (2) those cases with bladder lesions; and (3) the cases with cardiovascular and neurogenic complications. The mortality on the author's service for a ten-year period is: Perineal, 1.2 per cent; suprapubic, 5.4 per cent; transurethral, 1 per cent. The average for all three types of surgery is 2.9 per cent.
A good functional result of perineal prostatic surgery depends on thorough knowledge of the case before operation; careful anatomical dissection; preservation of the sphincters; adequate postoperative treatment for infection; and support of cardiovascular insufficiencies when necessary. One can not expect to obtain the best functional results from perineal prostatectomy or any other type of prostatectomy if the surgeon relinquishes his responsibility at the end of a two-weeks' postoperative period.
